Autorefractors (AR) are being increasingly used in busy ophthalmology clinics because they can be operated by a nurse or technician,' are much quicker than manual refraction,' 2 and are readily accepted by most patients.' Recent experience indicates that objective autorefraction provides reliable and valid preliminary refraction data, ' 2 especially in subjects who cannot accommodate owing to aphakia2 1 ' or cycloplegia.' 2 14 15 Intraocular lenses (IOL) can interfere with the accuracy of objective ARs' 91016 by scattering the measuring infrared beam and increasing 'noise'.'016 Attempts have been made to overcome this problem in modem ARs by providing an 'IOL setting' which can be switched on to improve the signal-to-noise ratio in the recording system while refracting pseudophakes. We evaluated the use of one such instrument, the Canon RK-1 Autoref 
INSTRUMENT
The Canon RK-1 Autoref keratometer combines both automated refraction and keratometry in one instrument (Fig 1) . In the autorefraction mode infrared rays are projected on to the patient's retina and the reflected illumination is detected by an array of photodetectors. This is based on the Scheiner double pinhole principle, which enables the AR to determine the ocular refraction in three meridians. The instrument then computes and displays the objective ocular refraction in terms of sphere, cylinder, and axis corrected for a vertex distance of 12 mm.
The AR covers a pupillary area of 2 9 mm and can measure up to 15 dioptre (D) sphere, 7 D cylinder, and axis between 1°and 180°in incre- ments of 0-12 D or 10. It has an in-built autofogging mechanism consisting of a phototarget which is supposed to relax completely the patients' accommodation. An IOL setting is present which can be switched on to improve the accuracy of refraction in pseudophakes.
The measurement ofrefraction is made in 0 05 second, which is facilitated by sensor assisted alignment and focusing over a built-in television monitor. The iris of the eye to be measured is clearly focused, the ring target is aligned with the pupil, and the measurement button pressed to display the objective ocular refraction. 
PATIENTS AND EYES
This was a prospective study carried out between six and eight weeks following extracapsular cataract extraction with the implantation of a posterior chamber IOL. When both the eyes of a patient fulfilled the above criteria, only the right eye was studied. Of the 129 such patients seen consecutively in the eye clinic 19 were excluded because their studied eyes did not attain a best corrected visual acuity of at least 6/12. Valid AR values could not be obtained for various reasons in 10 patients, leaving 100 eyes of 100 patients which were analysed.
METHODS
All the refractions, both clinical as well as on the autorefractor, were carried out by the same examiner (PSR) without the use of either mydriatics or cycloplegics. Objective clinical refraction (streak retinoscopy) was first carried out, followed by subjective verification to achieve the best possible visual acuity. Autorefraction was then performed, and a series of three readings were obtained from each eye. The 'standard' refractive value in the AR printout data (categorised into reliable and less reliable data) was then compared with the final prescription based on clinical refraction for degree of agreement.
STATISTICAL ANALYSIS
The statistical significance of the difference between the less reliable (indicated by the reliability mark) and reliable autorefractive data The clinical impression gained during this evaluation was that autorefraction was both quick and easy to perform. Although this procedure was not timed and compared with conventional refraction, a saving in the clinician's time of four minutes per eye has been reported in a clinic setting.2
In conclusion, it is suggested that an AR with a special facility for refracting pseudophakic eyes has a useful role to play in the routine evaluation of pseudophakes, particularly if these values are treated as preliminary refraction data requiring subjective verification.
